Patient care in general, and in particular patient care involving the ear, head, and neck, is undergoing major, rapid, revolutionary change. When one is in the middle of such radical change, as in the eye of a hurricane, it is sometimes difficult to visualize and assess such change and therefore even more difficult to determine what to do or what course to take. Unheralded, innovative changes in the delivery of patient care involving the ear, head, and neck necessarily have profound effects on the clinical training of physicians who will treat these problems. I will comment first on the progressive clinical training of otolaryngologists during and subsequent to residency, using the program at the University of Minnesota as a reference point; next, on present and future medical economic realities in light of rapidly evolving new systems of health care delivery including health maintenance organizations (HMOs), preferred provider organizations (PPOs), diagnostic related groups (DRGs), and medical staff hospital joint ventures (MeSHs); and finally, on current medical economic forces and how these new modes of health care delivery affect the clinical training of present and future otolaryngologists .
this continuum of training are self-assessment and selfimprovement. These important attitudes and habits of self-development are often (but not always) initiated and influenced during the formative years of residency. Residency provides the environment, opportunity, and role models, but only the individual physician can provide the motivation and sustained effort for lifelong learning. The years of residency provide an opportunity for graduate apprenticeship training; as always, active involvement (doing) beats passive involvement (watching);' By performing as well as observing methods of diagnosis and treatment, the individual physician develops a sense of confidence that provides a good foundation for further learning.
But if all the art, knowledge, and skills involved in practicing modem otolaryngology were placed in a box, that box would be miniscule in comparison with the box required to accommodate the unmet needs of diagnoses and treatment of diseases of the ear, head, and neck. Residency programs in otolaryngology should strive, therefore, to teach the ability to be at least a consumer of (or better, a contributor to) new clinical knowledge reported in the literature, We should try to teach, and to encourage the practice of, tomorrow's medicine and not just today's. From a practical and conceptual point of view, it is our belief, and our program at the University of Minnesota reflects this, that research and clinical training are inseparable. At the least, one is obligated to understand research if one is to read current otolaryngologic journals, and it is our conviction that training in research enhances the clinical capabilities of the otolaryngologist.
During the past several decades the otolaryngologist has been evolving and expanding from the somewhat limited "ear, nose, and throat doctor" to what I prefer to term the' 'ear, head, and neck physician," recogniz-ing that otology still constitutes a substantial volume of work within the profession. Although the development and implementation of microsurgery has revolutionized the field of otology since the 1950s, an even more significant redefinition of the field has taken place and is taking place in head and neck surgery'-' and in head and neck plastic surgery." It is this newly defined comprehensive field involving the ear, head, and neck to which the residents must be exposed, not only to serve their patients well and represent the profession properly and proudly, but to contribute to its needed growth and development in the future.
Although otolaryngology is practiced and defined along a continuum, the critical "definition" still occurs in the universities and other medical centers in their undergraduate and graduate programs. Training programs have been evaluated and upgraded to serve educational needs with staffs of appropriate size and an appropriate patient-care mix." The American Board of Otolaryngology (ABO) has kept pace with the continuing evaluation and development of otolaryngology by recommending (in 1978) that residency be of 5 years' duration"; it was subsequently adopted to include 3 or 4 years of clinical training." While the ABO continues to discuss the issue of subspecialty certification, in recognition of the expansion of the field and the limited number of cases available to help every otolaryngologist learn to do everything, certain program directors are recommending flexibility during the years of residency training. After exposure to general otolaryngology, a "weighted" or "tracking" experience can be provided to the resident during the final stages of training." Thus, in a given residency program, one could elect a track to become a head and neck surgeon, an otologist, or an ear, nose, and throat generalist." For example, sparse resources for clinical study of the ear could be reserved for training those choosing to become an "otologist" in their fifth year.!" While I agree there is a need to modify residency training programs to coincide with the expanding specialization within the field, I contend that the current ABO requirements provide for various options. Opportunities for clinical training depend on the volume and kinds of clinical cases available and the ability of the facuIty to treat and attract patients to medical centers and/or their ability cooperatively to use private resources for patient care in community facilities. Of the more than 100 residency training programs nationwide, no two are exactly alike in opportunities for clinical training. Some programs are in larger cities, where there may be a surplus of otolaryngologists in practice, while other programs are in smaller cities with a more otolaryngology -Head and Neck SUrgery rural environment. Some programs are strong in head and neck surgery but weak in otology. Throughout the country, contemporary otology is being practiced and important contributions are being made by groups in private practice at private otologic centers, with an apparently proportionate loss of such opportunities for clinical training at university medical centers. My recent tabulation of all directors of training programs in the United States revealed that the majority of them have expertise in head and neck surgery, not otology.
In the University of Minnesota's training program all residents continue to receive 4 years of broad training and experience in surgery for the ear, head, and neck. Clinical resources for experience and opportunity for active training continue to exist at the County Hospitals in St. Paul and Minneapolis and at the Veterans Administration Hospital, as well as at the University Hospitals. Whether these opportunities will continue to exist, especially for elective procedures, such as in otology, remains a question that we shall discuss. During this period of change within the field, one thing is certain and will remain so: that patient indigence will not constitute a factor in the clinical picture, but rather all patients will become private patients supported by second-and third-party mechanisms for payment. The mechanism for subspecialty training, in keeping with ABO requirements, has been and is at hand: fellowships. Fellowship training should be encouraged for those who seek it, inside or outside of university training programs, during or subsequent to residency training. Fellowship training provides the opportunity to develop expertise in a subspecialized field and to reaffirm and encourage the lifetime learning habits of otolaryngologists and their dedication to the continuum of education.
General objectives for a program, or specific benchmarks that list desirable objectives for each year of clinical training, will vary from program to program and will, as mentioned, depend on the expertise of the clinical faculty and on the volume and nature of clinical resources for patient care. At the University of Minnesota we have a detailed listing and description of benchmarks for each year of clinical training-too detailed to list here. Starting with courses in basic science and an introduction to basic principles of diagnosis and treatment with an emphasis on pathogenesis, the individual otolaryngologist has an increasing opportunity actively to diagnose and treat patients in evolutionary fashion along with continuing conferences and coursework. Qualities emphasized in the maturing otolaryngologist include (1) clinical judgment, (2) communicating with patients, (3) communicating with colleagues, (4) moral and ethical values, (5) accepting responsibility, and (6) continuing responsibility. We strive for the following implementing principles to provide for a gradual, balanced progression in all the major areas of medical and surgical maturation during residency: (1) factual information, (2) interpretative skills, (3) information-gathering ability, (4) problem-solving ability, (5) clinical judgment, and (6) surgical skills. Feedback and the ability to monitor a resident's performance are important. 11 In addition to daily communication between resident and staff in an apprenticeship relationship and ongoing examination scores and discussions, a detailed critique of all aspects of performance is listed on a form and discussed at the end of each 3-or 6-month rotation, and a semiannual review with each resident takes place with a representative faculty committee.
New health care systems and clinical training
Physicians can study clinically only those cases in which patients come under their observation. The volume and kinds of clinical cases available to residents depend on the faculty's ability to attract and treat patients and the school's ability to provide for residents while they learn by participating in the treatment of patients. After the resident has been trained, the same kinds of economic realities that affected the school's ability to attract a suitable mix of patients will become economic realities for the new physician. All the best research in the world will not benefit the patient or sustain the practice of the physician if the treatment is economically unavailable to the patient, or the facilities, equipment, and opportunities are economically out of reach for the physician. New approaches to increasingly urgent economic problems are among the fastest winds of change in that hurricane of new and evolving systems for patient care in which our graduate residents will be establishing their practices.
Costs of health care are escalating at an alarming rate. Hospital costs, and especially university hospital costs, are escalating from an already high per diem. Hospitals, including teaching hospitals, have traditionally charged on a cost-sharing or cost-plus basis. In this way teaching hospitals have been able to cover expensive tertiary care such as intensive care units or transplant programs and to include the costs of educating residents and, in some cases, costs of care of the indigent. But no longer. To illustrate the seriousness of this problem: Medicare provides about 40% of an average hospital's income and more of a teaching hospital's income. If the current 19% annual rate of inflation of medical costs were to continue, the Medicare Trust How to achieve progressive clinical responsibility 495 Fund would be bankrupt by 1990. To illustrate medical economic concerns and how they are impacting and will impact on the clinical training of otolaryngologists, I will briefly define and discuss four current and evolving systems for delivery of health care, including the HMO, PPO, DRG, and MeSH.
Interstudy, a Minneapolis-based think tank, and its director, Dr. Paul Elwood, are credited with developing the concept of the HMO. An HMO is a prepaid health care plan that delivers comprehensive medical services to an enrolled population for a fixed periodic fee. There are essentially two models of HMOs: (I) the group staff model, which delivers services at one or more locations through contact with a group of physicians or through its own physicians who are employees of the HMO or (2) the individual practice association (IPA), which delivers services through physicians who practice in their own offices and see HMO members there. HMOs intend to hold down hospital costs by reducing the frequency of costly hospitalization of members by 30% to 50% as compared to hospitalizations of patients covered by Blue Cross, for example. HMOs grew dramatically during the last half of 1982, to 11.6 million members nationwide, especially in the larger cities. Only six states did not have an HMO in 1982. California, with 34, had the most HMOs. Massachusetts was second with 32. 12 Of the 2 million inhabitants of the Twin Cities metropolitan area (Minneapolis, St. Paul, and environs), 30% are currently enrolled in an HMO.
PPOs are being sponsored variously by medical group practices, hospitals, and associations of independent physicians. PPOs appear to be a response of traditional health providers to increasing competition in the local market. Initial development took place in cities with a surplus of physicians and rapidly growing HMOs. Early programs were formulated in Denver, San Diego. San Francisco, Los Angeles, Dallas, and Houston. Among the common characteristics of PPOs are these: (I) There is a limited grouping of physicians and hospitals that agree to specify discounted fees. (2) Consumers are not locked into those providers, but if they receive services through the listed providers, copayments and deductibles are eliminated and/or benefits are increased. (3) Benefit levels are flexible. (4) The PPO usually includes a program of utilization review and a management information system. Blue Cross of Minnesota is actively and aggressively encouraging all its enrollees to join its new PPO program called "Aware." DRGs were developed by researchers at Yale University in the mid-I970s to help make utilization-review easier. Although DRGs represent a radical change that could reshape the entire system of health care, they are an untested, unknown program, with only an uncertain experimental DRG in New Jersey serving as a 3-year initial pilot program. A DRG is simply a category into which a patient is placed according to his diagnosis. The new system of payment by Medicare will use these categories to set flat hospital fees for each case. On October 1, 1983, Medicare initiated this new scheme for paying hospitals, and by late 1986 every hospital will be included. Whereas physicians' fees currently account for only 20% of the budget of Medicare, Senator David Durenberger (Republican, Minnesota), chairman of the Finance Committee's Health Subcommittee, states, "Hospital and physician payments must ultimately be lumped together as one. Otherwise hospitals and physicians will be rewarded for unnecessary admissions and quick discharges and for finding ways to shift costs from hospital to physician reimbursement. "1:1
Recently, Interstudy devised MeSH, a medical staff-hospital joint venture designed to permit hospitals and their medical staffs to participate jointly and equitably in a variety of new price-sensitive arrangements for payment. The prime objective appears to be to motivate physicians to be cost-conscious by putting their revenues at risk along with those of the hospital. In short, the MeSH organization establishes a corporate relationship between the hospital and its medical staff aimed at enhancing their competitive position with payers whose prospective rates of payment are based on a combination of volume and unit-price of health services. The MeSH concept seeks to deal simultaneously with the evolving, differing, and complex clinical and economic goals of doctors, hospitals, third parties, and patients. The MeSH corporation can also be used, if desired, to establish other joint hospital-physician enterprises like PPOs, urgicenters, or surgicenters.
Conclusions
Among the important resources of a training program, its clinical resources, directly related to the programs' ability to progressively train otolaryngologists, are perhaps the most important. Clinical resources pertain first to the retention and recruitment of clinical faculty and next to the ability of the clinical faculty to attract patients. These newer modes of health care delivery are having and will have a dramatic effect on the clinical resources of training programs with increasing competition in the marketplace.
In summary, then: (l) The way to achieve progressive clinical responsibility in otolaryngology is to be Otolaryngology -Head and Neck SUrgery dedicated to a lifetime continuum of education beginning with the important formative years of residency training, followed by fellowship training if needed for subspecialization, and periodic training and retraining throughout one's career. (2) Every residency program should provide an adequate opportunity to train a general otolaryngologist. A resident applicant with special areas of interest, for example diseases of the ear or of the head and neck, should seek out and select a program with strengths and opportunities in those areas. Some broadly based programs with a limited number of patients ought to create flexible tracking during the final years of clinical training, for example in surgery of the ear or of the head and neck. (3) As residents keep predicting during and subsequent to their training, the use of private patients within the regional community and cooperation with private otolaryngologists on the clinical faculty is to be encouraged if we are to provide balanced experiences and opportunities in residency training.!":" While full-time or geographic full-time faculty are essential for a training program;" the luxury of a town/gown problem is no longer affordable if we are to preserve and enhance the training of future otolaryngologists. IS (4) Medical economic realities are changing and will radically change the practice of medicine in general and otolaryngology in particular. New and rapidly evolving health care systems such as HMOs, PPOs, DRGs, and MeSHs are cogent realities of such change. In some instances tertiary care centers have become prohibitively expensive, and a plethora of centers offering low-cost, quality care, including urgicenters and surgicenters, are evolving. Teaching programs need to be cognizant of these new economic realities, especially as regards elective procedures, as seen in otology or head and neck plastic surgery, and should cooperate with and integrate new and evolving modes of health care so as to preserve and enhance the training of clinical otolaryngologists during and subsequent to their residency.
